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Introduction and objectives: The purpose of this study was to com-
pare the eligibility for endovascular aneurysm repair (EVAR) between men
and women in a large, single-center cohort.
Methods:CT scans with 3D reconstruction were prospectively entered
into a database between July 1996 and December 2009, including 23
standardized measurements by a blinded third-party (M2S). For inclusion,
AAA had to be infrarenal, unrepaired, and 5 cm, or 4 to 5 cm if the
orthogonal sac diameter was more than twice the normal aortic diameter.
Scans were included regardless of subsequent treatment (open, endovascu-
lar, nonoperative). For patients with sequential scans, only the most recent
CT was used, and 1063 unique AAAs remained for analysis.
Results: See the Table. After adjustment for patient age and AAA size,
the mean AAA neck in the men was 3.4 mm longer, had a 1.3-mm larger
diameter, and was 8.6° less angulated than in the women (P .001 for each
measure). Bilateral iliac lumen diameters 6 mm were seen in 17% of men
and 47% of women.
Conclusions: Women are less likely to meet IFU criteria for EVAR.
The percentage of patients eligible for EVAR drops off appreciably at 6.5 cm
for men but at 5.5 cm for women. A short infrarenal neck length was the
most important limiter of EVAR eligibility in both sexes, but women were
more often limited by neck angulation and small iliac access. Lower-profile
devices and those that accommodate higher neck angulation should expand
EVAR eligibility for more women than men.
Table. Percentage of patients meeting specified neck
anatomy criteria
Criteria Maximal aneurysm diameter
4-5 cm 5-5.5 cm 5.5-6.5 cm 6.5 cm
Entire
cohort
(n  147) (n  317) (n  382) (n  217)
Neck length
15 mm
55 59 57 38 53
Men 36 48 35 30 37
Women
Neck diameter
18-32 mm
96 97 96 91 95
Men 100 90 89 83 90
Women
Neck angulation
&#x2298;
97 92 89 75 88Table. Continued.
Criteria Maximal aneurysm diameter
4-5 cm 5-5.5 cm 5.5-6.5 cm 6.5 cm
Entire
cohort
(n  147) (n  317) (n  382) (n  217)
Men 94 89 67 45 74
Women
Met all 3 neck
criteria
52 54 48 29 46
Men 36 37 19 5 25
Women
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Introduction and objectives: This study assessed trends in open and
endovascular repair (EVAR) of intact abdominal aortic aneurysm (iAAA)
and ruptured (rAAA) in the Medicare population.
Methods: We identified all Medicare beneficiaries with a diagnosis of
AAA who either underwent repair or had a primary diagnosis of rupture
(1995-2008). Cohorts were compared based on type of repair (open vs
EVAR) and presentation (iAAA vs rAAA). Demographics of age, gender,
and race were evaluated. The 30-day mortality was also assessed. Trends over
time were analyzed using the 2 test of trend.
Results: There were 456,464 patients identified (76% male), with
383,047 iAAAs (84%) and 73,417 rAAAs (16%). Mean age was 75.1 years.
The 30-day mortality for combined iAAA and rAAA decreased from 16% to
7.9% (Table). The use of EVAR for iAAA rose to 77% of repairs in 2008.
Open repair decreased from 24,634 to 7371 cases. The 30-day mortality for
EVAR dropped from 6.2% to 1.5% (trend: P .01), whereas open mortality
increased from 4.9% to 5.6% (P  .013). For rAAA, ruptures decreased
overall by 40% and nonoperative by 29%, whereas EVAR grew from 0% to
31%. The proportion of nonoperative rAAA rose by 17%. Overall 30-day
mortality decreased: open, 44% to 40% (P  .01); EVAR, 44% to 27% (P 
.01); and nonoperative, 84% to 79% (P  .01).
Conclusions: Contrary to the expectation of a plateau, use of EVAR
for iAAA continues to rise. EVAR for rAAA continues to increase, contrib-
uting to a decreased 30-day mortality with rAAA repair. The decline in open
repair may have implications for resident training and attending experience.
Overall, AAA-related 30-day mortality has dropped by almost 50%, related60° to a decrease in ruptures and use of EVAR for iAAA and rAAA.
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